We describe an unusual combination of spotty pigmentation, acromegaly, acoustic neuroma and cardiac myxoma.
. Growth hormone concentrations (m WI) during a 50 g oral glucose tolerance test at diagnosis of acromegaly (1981) , after hypophysectomy (1984 values) and on bromocriptine 10 mg twice a day (1987) Case report A woman presented in 1981 at age 27 years with dizziness, diplopia, dysarthria and left arm weakness. She had leftsided sensorineural deafness, papilloedema and acromegalic features. She also described a pigmented spot on her left cheek which had faded at about age 9. She had long-standing mild wasting in the left leg following polio. A CT scan revealed a left cerebellopontine angle tumour and also a pituitary tumour with suprasellar extension. She underwent urgent decompression of the posterior fossa. A large acoustic neuroma was subsequently removed, with unavoidable sacrifice of the left facial nerve. Acromegaly was confirmed ( Table 1) and she underwent transethmoidal hypophysectomy together with hypoglossal-facial nerve anastomosis to improve her facial palsy. A postoperative CT scan showed apparent complete removal of both intracranial tumours, and pituitary function was preserved. Continuing excess growth hormone (GH) secretion has subsequently shown a modest response to bromocriptine (Table 1) .
In 1983 a dense right hemiplegia occurred. A CT scan showed a large infarction in the left middle cerebral artery territory. Angiography revealed intraluminal obstruction of the left internal carotid artery, presumably due to embolization from a large left atrial myxoma demonstrated on echocardiography. The cardiac tumour was removed surgically. Grand mal fits occurred in 1984 and were well controlled on phenytoin. A few months later she became severely unwell with fever, lymphadenopathy and erythema multiforme. Initially this was thought to be a reaction to phenytoin, which was stopped. However, multiple milder episodes have continued and may be due to systemic effects of the myxoma.
Four recurrent cardiac myxomas were removed in 1985 and two in 1987. A right homonymous hemianopia developed Occam's razor! that 'it is vain to do with more what can be done with fewer' is widely applied in medicine as the law of diagnostic parsimony. The occurrence of an acoustic neuroma, acromegaly, multifocal atrial myxomas and unusual facial pigmentation in a young woman strongly suggests a unifying diagnosis. This we believe is Carney's complex or the syndrome of myxomas, spotty pigmentation and endocrine overactivity", Components of the complex in the initial series of 40 patients" were cardiac myxoma (in 29), spotty mucocutaneous pigmentation (25), cutaneous myxoma (18), mammary myxoid fibroadenoma (10 of 24 females), testicular tumours (6 of 16 males), acromegaly/ gigantism (4),and primary pigmented nodular adrenocortical disease (8) manifest as familial Cushing's syndrome", Two or more features are required to make the diagnosis". Autosomal dominant inheritance has been described", but most cases appear sporadic. Although unusual psammomatous melanotic schwannomas occur in Carney's complex", ours is the only report of an acoustic neuroma in 140 cases to date (Carney JA, personal communication). Recognition of Carney's complex is important as it may promote investigation for other features, particularly the cardiac myxomas which are commonly multifocal, not always confined to the right atrium and occur at a young age. The potentially devastating effects of embolization from cardiac in 1986 when a CT scan showed new discrete lesions in the right parietal and occipital lobes. Mobility and speech have gradually deteriorated since then. Transient diplopia occurred in 1987 when four additional calcified cerebral lesions were noted on scanning. There was transient intensification of the hemiplegia in 1990 when two further cerebral lesions were detected (Figure 1) . These multiple enlarging cerebral lesions are probably myxoma metastases. Recent transoesophageal echocardiography has shown a further small left atrial myxoma. At diagnosis Post-hypophysectomy On bromocriptine myxomas are illustrated in our patient", although the development of (cerebral) metastases from this 'benign' tumour is rare?". Cardiac myxomas have led to the death of one-quarter of patients with Carney's complex, and to serious disability in a similar proportion", References Infrequently renal carcinoma presents with skin metastases which may look benign, and are missedby unwary clinicians. We present three such cases and discuss their management. Case reports Case 1 A 77-year-old woman presented to her GP with a rapidly growing chest lesion, first noticed 6 weeks previously. She attended surgical outpatients where the superficial, 2 em, irregular, firm lesion was labelled a neurofibroma and later excised under local anaesthetic. It appeared benign and, although histology was sent, she was discharged.
Four months later, after it regrew, the histology report of 'malignant clear cells most likely of renal origin' was discovered. In the next clinic no symptoms, signs or haematuria were found, although ultrasound and CT scans revealed a localized left renal tumour.
She had a radical right nephrectomy and re-excision of the skin lesion and recovered well, histology proving identical to the original lesion (Figures 1 and 2) . Lymph nodes and a bone scan were clear. 
